of about 3 mm in size. However, she had developed two mid-tracheal papillomatous structures of about 3×1cm and 2×1cm in size ( Figure 1 ); both were treated with cryo-application ( Figure 2) . Laser excision will be considered if these recur again. Intralesional interferon-alpha injection was not performed due to financial issues.
Discussion
This patient was treated for persistent asthma for several years before she was diagnosed with recurrent respiratory papillomatosis. This is not an uncommon situation since laryngeal and tracheal papillomatosis is rare, especially in adults. The diagnosis can be delayed and/or incorrect due to symptom similarities to other more common diseases, such as asthma, gastro-esophageal reflux, infections, and benign or malignant laryngeal or tracheal tumors. The clinical presentation includes hoarseness if it affects the A 24-year-old woman with a longstanding diagnosis of asthma presented with worsening shortness of breath, aphonia, and dry cough after she was exposed to cooking fumes at work. She was hospitalized and treated for an acute asthma exacerbation. The patient has had frequent emergency center visits for the same complaints for which she was treated with corticosteroids and bronchodilators and discharged home to continue using her inhaler (salmeterol 50 mcg/fluticasone500 mcg). She underwent direct laryngoscopic examination (LGS) to evaluate her aphonia and subsequently videoscopic examination which revealed broad-based papilloma-like lesions on the anterior commissure of the glottis and 0.5 cm immediately below the vocal cord in the subglottic area. These lesions were surgically removed with a microdebrider by an otolaryngologist and sent to histopathology which revealed layers of squamous cells with viral cytopathic effects, including koilocytes and high grade dysplasia (positive p16 staining). Immunohistochemical staining was positive for HPV subtypes 6.
The patient improved, but her symptoms recurred one year later. Direct LGS examination demonstrated recurrent laryngeal and subglottic papillomatosis with separate lesions on the left ventricle, the anterior commissure, and the right vocal fold. A total of 0.5 ml of cidofovir was injected into these lesions. Three microdebridements of recurrent laryngeal lesions and two injections of cidofovir were performed at intervals of about a year each. Two years later, she presented again with shortness of breath with minimal exertion but no stridor or aphonia. Flexible bronchoscopic examination showed a small laryngeal lesion 1 Laryngoscopy or bronchoscopy is necessary for any patient with voice changes or hoarseness to confirm the diagnosis as it demonstrates characteristic warty growths. Any region of the respiratory tract can be involved. However, laryngeal involvement occurs in more than 95% of patients. Rarely, the trachea is involved without laryngeal lesions. It is mandatory to histologically confirm respiratory papillomatosis; biopsy is indicated for viral typing and to rule out malignant transformation. 2 Recurrent respiratory papillomatosis is a warty growth caused by human papilloma virus (HPV), the majority of cases caused by HPV 6 and 11. 2 The estimated incidence in patients older than 15 years is approximately 1.8 cases per 100,000 population. 3 The risk of transmission of HPV in adults with papillomatosis is unclear, but sexual transmission is likely a factor. Treatment often requires repeated debulking of the warts by laser or microdebridement coupled with intralesional cidofovir therapy in patients with moderate or severe disease. 4 Interferon treatment appears to slow the rate of growth. Eventually, some patients enter remission. In 2-5% of patients, respiratory papillomas undergo malignant transformation to squamous cell carcinoma, and the prognosis for these patients is very poor.
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